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Abstract: Social workers in the community setting are in constant contact with the suffering experi-
enced by the most vulnerable individual. Social interventions are complex and affect social workers’
emotional well-being. The aim of this study was to identify the emotions, feelings, and experiences
social workers have while attending to individuals in situations of vulnerability and hardship. A
qualitative methodology based on hermeneutic phenomenology was used. Six interviews and two
focus group sessions were conducted with social workers from the community social services and
health services of the Andalusian Public Health System in the province of Almería (Spain). Atlas.ti
8.0 software was used for discourse analysis. The professionals highlighted the vulnerability of
certain groups, such as the elderly and minors, people with serious mental problems, and people
with scarce or no economic resources. Daily contact with situations of suffering generates a variety of
feelings and emotions (anger, sadness, fear, concern). Therefore, more attention should be paid to
working with the emotions of social workers who are exposed to tense and threatening situations.
Peer support, talking, and discussions of experiences are pointed out as relevant by all social workers.
Receiving training and support (in formal settings) in order to learn how to deal with vulnerable
groups could be positive for their work and their professional and personal quality of life.
Keywords: social worker; vulnerability; social and health care setting; qualitative research
1. Introduction
According to the World Health Organization (WHO), vulnerability is the degree to
which a population, individual, or organization is unable to anticipate, cope with, resist,
and recover from the impacts of disasters [1]. The concept of vulnerability refers to those
sectors or groups of the population that, due to their age, sex, marital status, or ethnic
origin, are in a risky condition that prevents them from accessing development and better
welfare conditions [2]. These people are suffering or undergoing a painful experience [3]
and turn to social services for a solution [4,5]. The care they receive may come from
community social services [6] or, more specifically, from integrated social services in the
health field [7].
Social workers are the frontline professionals of social services [8], that is, the first
professionals in charge of meeting the demands of users upon arrival at care services [9].
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They therefore play a fundamental role in the care trajectory of individuals in situations of
need and social vulnerability [10].
The number of service users with very complex demands is quite high [11]. As a
result, in daily practice, social work professionals find themselves in constant contact with
individuals who are experiencing considerable social challenges [12,13]. Professionals
are confronted with the task of promoting equality and well-being for individuals [14].
However, the interventions carried out with users are based on the traditional social
intervention model of social services [15]. This strategy provides material and/or financial
resources to users, which could help them to escape from that particular situation [16]. In
this case, this means that the actual implementation of this model would be carried out to
a greater or lesser extent, depending on the resources available to the state in question [17].
Professionals witness the suffering and despair of those most in need [18,19]. This
situation triggers professionals’ emotions and feelings, the first being understood as the
automatic and uncontrollable response to a stimulus and the feelings being the conscious
evaluation of the emotion or experience suffered by the individual [20]. It is quite common
that the demands made are greater than the resources available to manage them or that they
need to be met faster than is possible due to the administrative procedures involved [21]. In
addition, the vulnerability of some groups must be added to this context [22]. According to
WHO, children, the elderly, and people who are ill are particularly vulnerable. Poverty is a
major contributor to vulnerability [23]. In this sense, different studies establish that minors
and the elderly are among the most vulnerable populations [24]. Thus, the occupational
and professional commitment to these groups of individuals becomes even greater [25].
These repeated working conditions, alongside the contact with the person’s suffering,
have repercussions on the professionals’ well-being [26–28], causing stress, emotional dis-
comfort, and even vicarious trauma, defined as “those emotions and behaviours resulting
from the interaction with traumatic events experienced by others” [29,30]. This is known
as the cost of the emotional impact of caring [31,32], that is, the price professionals pay
in the process of helping people in situations of intense suffering or trauma. According
to the stress process models, some of the resources that potentially serve as a protective
barrier include social support, the repertoire of confrontations, and some self-concepts such
as self-esteem [33–35]. Other protective resources with the ability to significantly reduce
the harmful consequences of existing stressors are the mastery and control of existing
circumstances and mutual support among the professionals themselves [36,37].
According to the reviewed literature, research on social work has traditionally fo-
cused on professional performance and how this performance affects intervention subjects.
However, there are fewer studies on the impact that the suffering of users has on social
workers [38–41]. In recent years, there has been an increase in research, from a quantitative
paradigm, in order to describe the working conditions of this group of professionals and
their professional needs [42–44]. Despite this, research from a qualitative paradigm, from
the perspective of social workers themselves, is still scarce. In particular, it reflects the
emotional situation they experience in the development of their work, and seeks to delve
into the experiences, the consequences, and what they would need, in order to continue
helping in a sustainable way [45–47].
Bearing this in mind, the main objective of this research was to identify the social
workers’ emotions, feelings, and experiences while attending to individuals in situations
of vulnerability and hardship. Specifically, two secondary objectives were raised: to learn
about the situations causing discomfort and suffering, as well as about the consequences of
the same on the social workers themselves, and to inquire about the needs and resources of
professionals so as to meet the demands of their work.
2. Materials and Methods
2.1. Approach
In the present study, a qualitative design based on a phenomenological–hermeneutic
approach was used. According to Van Manen [48], this approach allows the study of
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non-conceptualized experiences lived by people, as well as the meaning of these experi-
ences. Thus, it was possible to perform an in-depth analysis of the daily work experiences
of social workers in community social services and health services. Their feelings and
perceptions about the implementation of social interventions involving vulnerable groups
of individuals were explored and interpreted.
2.2. Recruitment and Sampling
Participants in the study were the social workers at the community social services
and health services of the Andalusian Public Health System in the province of Almería
(Spain). Community social services in Andalusia are distributed as follows: In the capitals
and cities of more than 20,000 inhabitants, the municipalities carry out the management of
these services. In cities with less than 20,000 inhabitants, the provincial council carries out
the management. Specifically, in Almeria city, there are 4 community social services centers
managed by the city council. Regarding the Andalusian Health Service, in the capital city
of Almería, there are 13 health centers (6 of these are centers with a full-time social worker).
We selected social workers employed at three community social services centers in Almeria
and social workers employed at the six health centers.
A total of 20 social workers participated. Of these, 11 worked in community social
services centers and 9 worked in the Andalusian Health Service.
The inclusion criteria were the following: holding a stable position as a social work
professional in community social services and/or the Andalusian Health Service, having
a professional career or experience of no less than eight years, and regularly providing
assistance to individuals in need of social services. The following professionals were
excluded: professionals with temporary employment contracts or little work experience
(less than eight years), professionals in managerial positions, professionals who had no
contact with people in vulnerable situations, and professionals who had any psychological
impairment that made it difficult for them to provide information.
Convenience sampling was the sampling method used. To recruit as many participants
as possible, a snowball sampling procedure was used: a professional was contacted, who,
in turn, would contact other professionals willing to participate [49]. First, the director of
an urban community social services center was contacted by telephone. The study was
explained to her, and a brief summary of the study, along with authorization from the
Ethics and Research Commission, was sent to her via email. Subsequently, the director of
the center informed her colleagues of the study and invited them to participate. Finally, the
director contacted other directors of other centers, who then followed the same procedure.
The social workers at the health centers were contacted by a mental health social
worker and a case manager nurse working at an urban health center. Both professionals
were responsible for providing the health and social care workers with information about
the study. Once they agreed to participate in the research, the participants were contacted
to arrange a meeting.
When selecting participants, gender diversity was sought, although there were few
male social workers among the centers’ staff. In Spain, the social work profession is
predominantly female, so the sample (a larger number of women) could be considered
representative. Equal representation of health and community social workers was also
sought.
2.3. Data Collection
In-depth interviews and focus groups were the information-gathering techniques used.
Two focus group sessions (with a total of seven people in each group) and six in-depth
interviews were carried out. The two focus groups were conducted by a researcher and a
collaborator, who had received specific training by specialists. The discourses were taped
for transcription.
First, two focus group sessions were held in February 2019. One focus group session
was held in the meeting room of an urban community social services center, and the other
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focus group was held in the multipurpose room of a social services center in the province of
Almería (Spain). The groups comprised professionals working in both services (community
and health services) to ensure that professionals from both sectors were included in each
focus group. The researcher led the group, while the collaborator wrote down in a field
notebook those observations that could be useful in subsequent analysis. The session
began with an exercise that prompted discussion and dialogue among the members of
the group: “Describe your day-to-day work experiences with individuals in vulnerable
situations.” Finally, the conclusions were summarized, and the members were thanked for
their participation. Each session lasted approximately 90 min.
Second, in-depth interviews were conducted by the researcher of this study in the
professionals’ offices. Three interviews were undertaken with community services social
workers and a further three with health and social care workers during the month of March
2019. None of them had participated before in the focus groups. In these interviews, those
dimensions that had not been sufficiently explored in the focus groups were addressed.
A list of interview questions was not used. Only an opening question was asked: “Tell
me about your daily work. How does attending to individuals in situations of vulnera-
bility on a daily basis affect you?” This question facilitated the participants’ discussion.
The interviewer took all the necessary notes in a field notebook. The interviews lasted
approximately one hour.
In the opinion of the researchers, the two focus groups and the six in-depth interviews
were sufficient to achieve data saturation. The possibility of conducting one focus group
session in the urban area and the other in a rural municipality was considered in order to
identify the differences between community social services in the capital of the province
and community social services in a rural setting. Furthermore, both focus groups included
not only community social services professionals but also health services professionals in
order to have discourses from both types of workers in the two settings studied. Once the
focus group sessions were completed, in-depth interviews were conducted to investigate
the emerging issues in the focus groups in order to obtain additional data.
2.4. Analysis
Giorgi’s method of analysis [50], which involves creating a series of categories and
subcategories, was used to analyze the information from both the in-depth interviews and
the focus groups. This procedure was carried out in several phases. The first one was an
in-depth reading of all the discourses, which had already been transcribed verbatim. The
second phase involved a second reading and the division of the data into parts. The basis of
the division into parts is meaning discrimination, which presupposes the prior assumption
of a disciplinary perspective (social work, in this case). These meaning discriminations
constitute parts known as meaning units. The meaning units were examined, tested, and
redefined so that the disciplinary value of each unit could be more explicit. These meaning
units were then grouped into broader categories according to their shared characteristics
and the disciplinary value. In the last phase, the contents of each of the categories were
interpreted and analyzed based on the phenomenon or experience lived.
The theoretical–methodological approach was adequate to achieve the objectives of
the study. The data obtained were relevant in the context and in other contexts, when
compared to the literature.
As for the validity of the results of the analysis, contrast through triangulation was
used to control for potential biases resulting from the heterogeneity of the data and the
informants’ different points of view. To make a contrast between the differences and
similarities conveyed in the discourses, the techniques of focus groups and in-depth
interviews were used. In terms of triangulation between subjects, informants were selected
from different settings and fields of work to diversify the information present in the
discourses regarding the participants’ work experiences in these services. Two researchers
began the analysis after the first interview in order to constantly verify that it was in
line with the study’s objectives and in order to be prepared in case any change in the
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research design was needed (it was not). The main categories that researchers identified
in the analysis were shared with the participants (by email) to confirm the discourses. In
the participants’ discourses where contradictory information was detected, this moment
was used to clarify it. The analysis was shared with the rest of the team to ratify the
categories. At the same time, an external researcher (with expertise in the subject) validated
the analysis.
Reflexivity and a self-critical attitude were maintained throughout the process by all
the researchers. To avoid influencing data collection, sample recruitment, and location, the
researchers only knew the topic in a superficial manner (as health professionals) and it was
not their usual work/subject matter of research.
Atlas.ti 8.0 software (Scientific Software Development GmbH, Berlin, Germany) was
used to analyze the discourses.
2.5. Ethical Aspects
This research obtained all the necessary authorization from the corresponding Re-
search and Ethics Committee of the University of Almería, Spain (EFM-11/19). Previously,
participants had been informed verbally and in writing of the purpose of the study, and
their informed consent had been obtained in writing in a dedicated document. The con-
fidentiality and anonymity of participants were preserved throughout this research, in
compliance with the bioethical principles of the Declaration of Helsinki [51]. The data from
the discourses were safeguarded and protected in accordance with the Spanish regulations
in force regarding the official protection of personal data, i.e., the Spanish Organic Law
3/2018, of the 5th of December, on Personal Data Protection and Guarantee of Digital
Rights [52].
3. Results
The study population comprised 20 professionals: 11 professionals working in com-
munity social services and 9 professionals working in the Andalusian Health Service, with
a mean age of 46.35 (SD = 7.36) years and with a mean work experience of 24.16 (SD = 7.87)
years. Table 1 shows a summary of the sociodemographic characteristics of the sample of
professionals who participated in this research.
Table 1. Sociodemographic characteristics of participants.














Community Services 8 3
Health Services 6 3
An analysis of the discourses was performed with the information gathered from
the focus groups (FGs) and from the in-depth interviews (IDIs). Three categories with
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nine subcategories emerged from this analysis. All categories and subcategories were
encompassed by a broader category relating to the social workers’ experience (Table 2).
Table 2. Categories and subcategories emerging from the study.
Categories Subcategories
Working with vulnerable groups
- Minors and the elderly
- People with serious mental problems
- People with scarce or a lack of economic resources





Need for spaces for self-care
- Mutual support
- Formal spaces to work emotions
3.1. Working with Vulnerable Groups
In day-to-day practice, health and social care workers serve users with very different
demands. The characteristics of the population visited by social services are highly varied.
Certain settings and realities experienced by users are perceived by social workers as gener-
ators of further personal suffering or dismay. Moreover, the traditional social intervention
model adopted by social services causes chronic frustration and professional burnout. The
main element identified by the informants as a generator of further suffering in the person
of the social worker was the intervention work carried out with vulnerable groups.
3.1.1. Minors and the Elderly
Two of the vulnerable groups that had an impact on participants were minors and the
elderly, as they are fragile and innocent groups.
You can’t avoid being touched by the toughest situations, such as those involving minors
or the elderly [who are] on their own . . . (IDIs, P3).
. . . then, well, that . . . what I always say when there are cases and cases, when you see
the despair of a daughter because her mother is ill and the resources she needs do not
arrive . . . There are cases that have an impact, and that no matter how professional you
are, you can’t help it, of course not! Because I’m also a person . . . (FGs1, P11).
My weak point, so to speak, is the elderly, especially those who are alone . . . Many needs
arise, and sometimes they cannot be met, and I cannot help but take work home with me
. . . (FGs2, P17).
There are users who inevitably impact your situation, or groups such as minors who
are still fragile and innocent . . . And, you find cases where these minors have a rather
difficult context and that touches your heart . . . (IDIs, P5).
3.1.2. People with Serious Mental Problems
Another group mentioned by participants was people with serious mental problems.
The fact of thinking that nobody understands them, that nobody believes them, that they
are in danger, that they feel threatened, generates a lot of suffering.
. . . above all, patients with serious mental disorders, when they’re having delusions
and hallucinations . . . and it’s so upsetting to think that nobody understands them, that
nobody believes them, that they are in danger, that they feel threatened, and that causes
me a lot of suffering, and to that, we must add the social aspect, when they see that the life
project they had just like everybody else, their dreams . . . all is shattered . . . (IDIs, P5).
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3.1.3. People with Scarce or a Lack of Economic Resources
There are also situations of poverty that become permanent for some people and that
professionals attend to repeatedly. People with scarce or a lack of economic resources find
themselves in very complex situations, and figuring out a way out of these situations has
become almost impossible for them, so they visit social workers in a state of desperation,
seeking help.
. . . these are people who come to my office in great distress because they don’t have the
most basic things to eat. I mean, they can’t even pay for water [bills]; they can’t afford
the most basic items. Besides, these are chronic situations; they no longer know how to
get out of that labyrinth (IDIs, P3).
There are families with real hardships; they do not even have a snack for their children to
eat at school, and they’ve had it for a long time, and that distresses them so much that
they come looking for you again and again . . . (FGs1, P9).
We have many users who are poor, but really poor; they do not even have the most basic
needs covered . . . (IDIs, P4).
The fight against poverty that leads to social exclusion must be prioritized. We have seen
families with children, families who have suffered evictions, people who have reached a
situation of poverty without the possibility of any intervention, and who are constantly
visiting you out of desperation . . . (FGs2, P20).
3.2. Emotions Emerging from Working with Vulnerable Groups
Daily contact with situations of suffering can generate a variety of feelings and emo-
tions among health and social care workers. The need arising in professionals to help users
who find themselves in a complex situation is evident. However, sometimes social workers
encounter a different reality, and aid does not arrive as expected, thus generating various
emotions in them.
The most common emotions expressed by professionals, when facing users’ serious
situations or when the outcome is not as expected, included anger, sadness, fear, and
concern.
3.2.1. Anger
In relation to anger, participants commented on how seeing injustice, because things
are not done as they should be, for example, made them feel helpless, and that helplessness
generates anger.
. . . and many times, you feel angry and helpless; of course you feel that [way], and
whoever says they don’t is lying, because we [usually] see very tough situations . . .
(FGs2, P14).
. . . sometimes I get angry; other times I get sad . . . It’s a constant state of alertness.
That’s my natural state, [and it has been] for some time now (FGs1, P12).
When you see injustice, I feel tremendous anger; it makes me very angry that things are
not done as they should . . . or that the response to a user is not what he needs (IDIs, P6).
There are days when you get very angry or upset about certain situations that we have to
deal with . . . (IDIs, P2).
3.2.2. Sadness
The fact of witnessing difficult times that other people go through, or the despair they
experience, generates sadness in social workers.
. . . I feel like . . . how can I put it into words? . . . in a pyramid of dissatisfaction, in the
sense that, you know, although you do everything you can, [you see] the outcome in the
very long term, and then, in the meantime, you see those people here every day . . . (IDIs,
P2).
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. . . other times I have feelings of sadness . . . (FGs2, P19).
It is inevitable to feel sad on many occasions, when users are desperate and the answers
do not come . . . (IDIs, P1).
Sometimes there are cases, people, who are in a difficult moment of their lives, and when
they share their story with you, you feel a lot of sadness, although you cannot transmit it
to them, but inside, you get sad . . . (FSs2, P18).
3.2.3. Fear
In some cases, some participants even mentioned the word “fear,” although they did
not delve into that emotion.
. . . powerlessness, frustration, or even fear . . . (FGs2, P17).
. . . and so, it scares me . . . (FGs2, P15)
There are situations where you feel fear . . . (IDIs, P3)
3.2.4. Concern
Social workers disclosed that there are situations they cannot possibly stop thinking
about, such as people who find themselves in very serious circumstances. These are
extraordinary cases that social workers keep thinking about, even after their working
hours, because, according to their accounts, some issues inevitably haunt them owing to
their significance or complexity. The emotion that emerged related to this was concern
about the problems of the users.
. . . but there are times and situations, quite exceptional ones, that I can’t help remember-
ing; you definitely remember them . . . There are situations that I still do take home with
me, although I’ve been [working this job] for many years, and you have to learn not to
take [these situations] with you. Two, three . . . ? or more [of these situations] a year, at
least (FGs1, P13).
I guess situations stop shocking you with the passage of time, or you see it differently . . .
But that does not mean that there are no cases that do not affect me, or that I [don’t] take
them home, flitting around in my head . . . and you mull over them, or even after some
time, you would remember that nothing could be done, you see that family member on
the street and you remember. There are always situations that affect you . . . I don’t know
. . . (IDIs, P1).
. . . I take problems home with me because [first] we’re people and then we’re professionals,
and you’re there [trying to] figure out how to solve that situation . . . (FGs 1, P12).
Social workers identify the need and the urgency of some situations for some vulnerable
groups. Not being able to respond adequately, because sometimes resolving a demand
takes time, generates discomfort and concern among professionals.
. . . although you do everything you can, [you see] the outcome in the very long term . . .
(IDIs, P2).
. . . when urgent cases arise and you can’t resolve them with the same urgency . . . you
go home thinking “[hopefully] nothing [bad] happens by tomorrow,” and, well, you don’t
even know if that’ll be resolved the next day (FGs2, P20).
. . . and when the user leaves, I think, what if by the time it’s resolved it’s too late . . . ?
And I know it’s not my fault, but I’m the one who’s facing the music . . . (FGs 2, P18).
. . . because I have cases [i.e., users] that you attend to and you tell them, “Come back
tomorrow to finish this,” or that they have to wait for such-and-such . . . (FGs2, P18).
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3.3. Need for Spaces for Self-Care
Health and social care workers recognized that working with vulnerable groups
causes them many negative emotions, as we have previously described. They said that
they feel the need to express and share those feelings.
3.3.1. Mutual Support
They end up developing more informal strategies, such as mutual support. Sharing
complex cases and learning from the experience of other professionals and their way of
dealing with different situations are two of the most valued strategies according to the
discourses. Peer support, talking, and discussions of experiences are highlighted and
widely accepted by all social workers. They agree that talking to peers and team support
are essential to address certain cases or avoid being affected by them in one way or another.
Sharing experiences with peers who have undergone similar situations is described as an
informal therapy that social workers use to cope with daily work.
. . . we support each other here and help each other quite a lot; the director is always there
. . . and that makes a big difference. Maybe peer support is a useful tool to deal with the
most vulnerable situations, or so that the most complex cases don’t affect you that much
(IDIs, P6).
. . . [having a] good relationship with my peers always helps; for me that’s my therapy
(FGs2, P15).
Sharing experiences with colleagues is a mechanism that comes in handy so as to manage
all these situations of frustration or in order to consider what [other] alternatives may
exist, in addition to the ones you already know (IDIs, P4).
. . . we are like a kind of group therapy, and [I have] wonderful colleagues; we support
each other, really, at least in my experience (FGs 2, P13).
If there is a case that worries me, she always asks me the first one, always, and I feel very
supported. Also, in this office, [which] is shared with another colleague, if you arrive
from a bad day, especially tired from so many kilometers, we can share how the day has
gone and we can let off steam between us (IDIs, P4).
The truth is that relationships with colleagues are very good, and you find support, and
of course that matters; just talking and venting our feelings already help (IDIs, P1).
. . . I have colleagues who may have [many] more years of experience or who have already
undergone a similar case and similar experiences. It’s always good that they give you,
like, their insight (FGs1, P12).
3.3.2. Formal Spaces to Work Emotions
Professionals talk about the benefits of peer support and report that it exists and is
real. However, they also emphatically express the need for training and support in formal
settings to learn how to deal with certain cases or not to bring those situations to their
personal lives. They recognize the need to develop other types of skills to help them
manage their own suffering and dissatisfaction in structured spaces dedicated to training,
and emotional support. Receiving training and support in formal spaces can be positive.
Working with emotions could favor their work and their professional and personal quality
of life. Informants demand that social workers be cared for so that their work, which is in
contact with suffering, is sustainable, without becoming exhausted or burned out.
. . . from the upper management, they have to think about the professionals; we lack the
tools to face the current situations we are experiencing . . . (FGs2, P15).
Yeah, why not? Spaces to work on emotional education or other types of therapies and
teachings so as to care for professionals, [and] formal spaces to talk to peers. These can be
things that greatly facilitate and favor the work of social workers and their professional
and personal quality of life. Psychologists and others to be within our reach . . . All
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professionals need their own space, and I think that in the long run it may prove useful,
so why not? (IDIs, P1).
I believe that emotional education and self-care must be present . . . emotional education
must always be present, on a professional and [a] personal level. Spaces where we can
formally work with our colleagues . . . (FGs2, P12).
. . . maybe it would be good to have a structured space for the self-care of professionals
(FGs1, P13).
A space to take care of oneself would be great, spending time with each other while
learning to work with emotions (IDIs, P5).
4. Discussion
Social workers constantly provide care to people in vulnerable situations with complex
demands. This scenario causes suffering in professionals.
In the literature consulted, social workers are portrayed as resource providers [17], that
is, as mere intermediaries between the group of individuals with needs and the resources
that the state decides to allocate. As a result, neither deadlines nor requirements depend
on social workers themselves [53]. The professionals in our study and those in previous
studies [54] agree that the bureaucratic processes faced by users represent obstacles for
social workers as well, who have the feeling of not stepping in on time.
Social services users are very varied. The needs of each individual are different, and
not all of these needs are equally demanding [9]. Among the plethora of cases, some groups
are more vulnerable than others [38]. In concordance with our research, other studies have
also shown that minors and the elderly are considered to be among the most vulnerable
populations [24]. In addition, health and social care workers point out that individuals
with mental illnesses [22] and individuals who are in a chronic situation from which they
cannot get out are groups at greater risk [55,56].
As shown in this research, the emotions generated in professionals who are in constant
contact with situations of suffering with a high emotional impact, such as the aforemen-
tioned, originate deep frustration, anger, and dissatisfaction, as well as sadness, fear, and
concern. This is in consonance with the literature consulted, which also reports the great
effect that working daily with the intense suffering of users has on social workers, along
with a potentially poor response [26,27,57,58]. In fact, some studies conceptualize emotion
as both a potential resource and a risk for social workers’ professional judgment and
practice [59].
The social workers in our study considered that the most complex interventions with
vulnerable people inevitably make it difficult for them to switch off from work. This aspect
is consistent with other studies in which social workers had difficulties when switching off
from work after attending to groups with complicated needs [55,60]. With regard to the
reported resources for self-care, mutual support is virtually the only helping tool available
to these professionals. In previous studies, professionals referred to social support as a key
element [13,27,43] but did not specifically mention mutual peer support. Social workers
ask for training and support in the face of complex social interventions, as proposed by
different research studies that underline the importance of taking care, preparing, training,
and supporting social workers in this regard [61,62]. Therefore, more attention should
be paid to working with the emotions of social workers who are exposed to tense and
threatening situations [63,64]. In this way, for instance, reflexivity strategies in order to
build and rebuild emotions in social workers could be useful [65]. Receiving training and
support in formal spaces, as social workers described in this study, could be positive for
their work and their professional and personal quality of life.
As for the limitations of this study, we considered the possibility that the researchers’
personal positions on the matter may have introduced bias into the results. To control for
bias, reflexivity and a self-critical attitude were maintained throughout the process by all
the researchers. To avoid influencing data collection, sample recruitment, and location, the
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researchers only knew the topic in a superficial manner (as health professionals) and it
was not their usual work/subject matter of research. We relied on the ultimate motivation
for our work, which is to acquire knowledge to improve, rather than to demonstrate.
Nevertheless, we have set out to conduct a release exercise to clarify our own assumptions
and put them into perspective when designing our research.
Regarding future lines of research, a study with the methods combined regarding
the quality of professional life of social workers should be conducted in order to identify
related factors and to assess the levels of compassion fatigue. In addition, research should
be undertaken on the concept of compassion among social workers and its relationship to
suffering. Finally, interventions should be carried out with social work professionals to
develop compassion as a protective element against compassion fatigue.
5. Conclusions
Social workers experience high levels of emotional discomfort when carrying out their
work, which is exacerbated when the populations they attend to are particularly vulnerable
groups, such as children, the elderly, individuals with mental health problems, or people
with scarce or a lack of economic resources. The traditional hegemonic intervention model
that lies within the structure of social services in this context results in all social work
efforts revolving around the allocation of available resources, which are generally scarce.
All aspects of the individual have been eliminated from the repertoire of interventions
according to the comprehensive support approach. In this new model of care, based
mainly on providing support to individuals, the professionals themselves are the main
tools and resources. In the future, this will further enhance the role of social workers
when supporting people experiencing social exclusion, poverty, and marginalization. More
attention should be paid to working with the emotions of social workers who are exposed
to tense and threatening situations. Peer support, talking, and discussions of experiences
are highlighted as relevant to deal with their work. Receiving training and support (in
formal spaces) in order to learn how to deal with vulnerable groups could be positive for
their work and their professional and personal quality of life.
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